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Y 000 | Initial Comments Y 000
/. /%C‘f
The findings and conclusions of any investigation
by the Health Division shall not be construed as %,%f
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.
This Statement of Deficiencies was generated as
a result of an annual State Licensure survey
conducted in your facility on 4/9/09. This State
Licensure survey was conducted by the authority
of NRS 449.150, Powers of the Health Division.
The facility received an annua! survey grade of #.
The facility is licensed for 10 Residential Facility VED
for Group beds which provide care to persons RECEI
with Alzheimer's disease, Category il residents.
The census at the time of the survey was 10. APR 20 2003
Ten resident files were reviewed and 5 employee EAUREAL OF LICENSURE AHD CERTIFCATICN
files were reviewed. One discharged resident file LAS VEGAS. HEVADA
was reviewed.
Y 103 | 449.200(1)(d) Personnel File - NAC 441A Y 103 WHAT (o RRECTIVE ACTION WLL BE
Se=F A CCONPLISHED FOR THOSE RES( PENE
NAC 449.200 FOUND TO HAVE BEEN  AFFECTED
1. Except as otherwise provided in subsection 2, Ry THE DEFICIENT PRACTICE * ‘
a separate personnel file must be kept for each {norder 10 bacome o W\’P\‘ \r\—l 0
member of the staff of a facility and must include: +he rP.gMat-]-uﬁ\  E Mpl oyce haw &
{(d) The health certificates required pursuant to : . natie done el f
chapter 441A of NAC for the employee. P"‘%ﬁ;} i{;‘“’; e;,:am na M
P - N
— . 2 .
Ewployce # 3 have physical AGAM g
dome A—?rue/ i4, 2c09 by o
This RULE_: is qot met as evidencgd by: Employee # A have loh'.'ﬁ‘f"‘ cid Q,\,Lqm.IMI,
Based on interview and record review on 4/8/09, Aims g L 15, 2009 by Dr.
the facility failed to ensure 3 of 5 caregivers Employce ';*- 4 was 2l stepTB
complied with NAC 441A.375 regarding obtaining +%.} dome en z’|q|oq and \‘3[5?64 o Hie

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Y 103 | Continued From Page 1 Y 103 OFFL of Dr. omd the et were aii
we Tglth ve.
a pre-employment physical (Employee #2, #3 ATTACH MENT 4 )
and #4) and the facility failed to ensure that 1 of (see continuabum 0 sepamfe pager

5 caregivers complied with NAC 441A.375
regarding tuberculosis testing (Employee #4) for
the protection of 10 of 10 residents (Resident #1,
#2, %3, #4, #5, #6, #7, #8, #9 and #10).

Severity: 2 Scope: 3

. FY OTHEW RESI0END
Y 105| 449.200(1)(f) Personnel File - Background Y 105 HO"OM&;‘) GTL"I':H ;%&?&L% RE A FPECTE(QD

ss=p| Check ingV 4 ND (10 HA
Y THE SAME PRACTICE A T

l NT1CAPATED CORRECTIVE ACTION Wil ZET

NAC 449.200 1o b compliadt w itk
. o . er o beame ComM P
1. Except as otherwise provided in subsection 2, \’? oml Lt \ i ©
a separate personnel file must be kept for each “he l’?_jld afven Py iw)w"‘:ﬁ ke persove
member of the staff of a facility and must include: e (Bogegrumd. chock empleuce.
(f) Evidence of compliance with NRS 449.176 to Fl g ) Snpiey
449 185, inclusive. # 5 has document ofF Eau:gmwu&
Chaede 0 Aprd 13, 2009 amd Wt

This RULE: is not met as evidenced by: Sont audomad Cukly i N ad i : i 'QIM ¢
Based on interview and record review on 4/9/09, e P“,M he QG’FP-E Crims naf th T
the facility failed to ensure 1 of 5 caregivers had p’v?OS b l‘a_ M Tvnger
current, at least once every 5 vears, criminal
history background checks completed ATTACH MigNT #2
{(Employee #5). .

(s conhnuahon on sepa
Severity: 2 Scope: 1

ou IDENTIF RESIDEN
Y 859 | 449.274(5) Periodic Physical examination of a Y 859 ﬂb‘\? :\)/ U:lj é\—%"ﬂﬁ POTENTIA LBTD BE ATTECEYD
§s=p | resident Ry THE SAME PRACTICE AN WHAT
ANTICIPATED CORRE CTIVE ACTIOM
NAC 449.274 Wikl BE TAKEN:
5. Before admission and each year after iRE g‘ IDENT 4 5 .\ - :
admission, or more frequently if there is a In Order 4o becoing MO watHi)
significant change in the physical condition of a +he reﬁuja«h,m @ CoPy oF physiian
resident, the facility shall obtain the resuits of a Phw s Gllanaminaon daded ol o6,

i deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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NAC 449.2742
6. Except as otherwise provided in this
subsection, a medication prescribed by a
physician must be administered as prescribed by
the physician. If a physician orders a change in
the amount or times medication is to be
administered to a resident:
(a) The caregiver responsible for assisting in the
administration of the medication shall:

(1) Comply with the order.

This RULE: is not met as evidenced by:

Based on record review and interview on 4/9/09,
the facility failed to ensure 6 of 10 residents

+he adw nmg
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Y 859 | Continued From Page 2 Y 859 ie{rnjon , 10j23 107 W t[24 jo,. ‘J‘T
ofF ¥ 'Slud WOS ﬂ F
general physical examination of the resident by AL lDo\ next Phjm oot | -P[ 2
his physician. The resident must be cared for
pursuant to any instructions provided by the Kggg:’})%wr #3
resident’s physician. EN] N
P o o become tom phiccnt wHA
re,ﬂ\k\ahm Residend HLJG
phgs'\c:q wam!”\ﬂu'iﬂ\ on 5 |alog, 7/a ¥
This RULE: i id d b 24 |0% anal 4 |l(o|0°] . V:’.
is = |sr?otmetasew encg y: vicited Rlsiclfﬂv‘ﬁ& m 113, 2004 Wk
Based on interview and record review on 4/3/09, _ ) .
the facility failed to ensure 2 of 10 residents the physicnl examinatrsn copuments
received an annual physical (Resident #5 and wWad wot aniculable at the fime oF e
#6). swevey . Al documents wyere com pieted
41104
Severity. 2  Scope: 1 ATTACHMENT 4 4
(sEE conTINUTIDN o0 SEPARKTERA
Y 878 | 449.2742(6)(a)(1) Medication / Change order Y 878 WHAT QORRECTIVE AcCTiON WILL R
SS=F ACLOMPLISHED FOR THOSE RESIDENTS

TOUND TO Have ReEEN AFFEJ(TED
BY THB DEF UENY Pracrice”
RESIDENT 41

LY o e 4o become com
with the regulation, Artec

oF \JO'SflM S
coMed the VA oFfice Caeratric

todld {o PAC Veq
the cosage oF Rewdent 4 1
& Mﬁ She conprms fhat Resid

instead Y2 as pex wmedn
Resictent # 1. This ' was complic:

ATTACAMENT ¢ 5
(SEE CONTINUATION ON SEPARATE PACER)

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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least § years after he permanently leaves the

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEREgg'I:EIIg Jz% ggs APPROPRIATE DATE
Y 878 | Continued From Page 3 Y 878
received medications as prescribed (Resident
#X, #3, #5, #6, #8 and #9).
Severity: 2 Scope: 3
Y 885| 449.2742(9) Medication / Destruction Y885 | WHAT CORRECTIVE AcTital WiiLLRE
SS=F CAD L1AE THO! EQ i PENTK
NAC 449.2742 ’{'—'-wﬁ"éﬁ%‘ m%ior% M A;%ege;:w
9. If the medication of a resident is discontinued, THE D . CT1CE:
the expiration date of the medication of a TE VEFt cAe Nt PIA ) ~
resident has passed, or a resident who has been Inorder +» beeome op MV ’."’Wi-‘
disrc;’har?ed from theI facilityfdoes pc:)t (:t"ailnfqa th_]gty With 4he o f‘ﬁvd od~on “{crrwl'mm "4 o |,
medication, an employee of a residential facili e .‘_,‘ A L —
shall destroy the medication, by an acceptable my;'&~ A . ohe f‘:l“’\f\/é’f\ﬂ ;};"ﬁ’-ﬁ;
method of destruction, in the presence of a DT’—' ) ey hat FMS . '
witness and note the destruction of the medlLcatims WeE das C"«"’L‘T‘-af%
medication in the record maintained pursuant to { N A-‘y,-(' 1 26509,
NAC 449.2744. Flushing contents of vials, Time of ‘W\C UWU% m N
bottles or other containers into a toilet shall be ATTACH MENT 1 ¢
deemed to be an acceptable method of =,
destruction of medication. ( SEE CONMIMUATION On SEPALATE PAFET-
This RULE: is not met as evidenced by:
Based on observation and interview on 4/9/09,
the facility failed to destroy medications after they
were discontinued, had expired or after a
resident had been transferred.
Severity: 2 Scope: 3
€ ACT] W[ BE
Y 936 | 449.2749(1)(e) Resident file vess | WHAT CORRECTWE ACTION WL
$8=D ACLOMIPLE SHED Tolt THOSE BES IDENK
NAC 449.2749 FOUND 1D WAVE REEN AFFECTED RY
1. A separate file must be maintained for each THE DEFICIENT PRACTICL 7|
resident of a residential facility and retained for at in oveler 1@ become Lo PI 1t

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Y 936 | Continued From Page 4 Y 936 i oy e T‘Eﬁlﬂ(b" v, O egal
facility. The file must be kept locked in a place W\,\E’UI"*‘“ W % ven &n 4 |l°|"0| avd
unauthorized use, The fle must containall I 4_\1‘ 1309 and the tiod vk
records, letters, assessments, medical Weﬂo\j—‘ W € Second "‘\J% ey, ]
information and any other information related to L) . apli
the resident, including without limitation: < 5‘ N T \ l ) l g
(e} Evidence of compliance with the provisions of ATTACHMENT #12°
chapter 441A of NRS and the regulations :
L
adopted pursuant thereto. ¢ SW W)

This RULE: is not met as evidenced by:

Based on record review on 4/9/09, the facility
failed to ensure 1 of 10 residents complied with
NAC 441A.380 regarding tuberculosis (Resident
#4) which affected all residents.

Severity: 2 Scope: 1

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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